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Uterine myomata at different locations and of differ-
ing sizes usually produce different symptoms, includ-
ing menorrhagia, tenesmus or frequent urination and,
occasionally, pelvic pain. Although logically possible,
significant obstructive uropathy is rarely associated with
the compression of a uterine leiomyoma. We report a
case of a large uterine leiomyoma presenting with bilat-
eral hydroureter, hydronephrosis, acute pyelonephritis,
and impaired renal function.
A female aged 55 years, gravida 2, para 2, was sent
to the emergency room because of spiking fever and
chills with ineffective antibiotic treatment for 1 week.
She was healthy before these symptoms arose and was
menopausal for 4 years without any hormonal supple-
ment or vaginal bleeding. An obvious pelvic mass in the
lower abdomen was noted, with tenderness and mild
muscle guarding, but without obvious urinary frequency,
obstructive bowel symptoms or pelvic discomfort. Phys-
ical examination revealed marked pain over the bilat-
eral costovertebral angle of her back. The hemogram
showed leukocytosis with a left shift (white blood cell
count, 12,200/μL; segmented neutrophils, 84%), a bio-
chemistry test revealed impaired renal function (serum
creatinine, 2.0 mg/dL), and urine analysis found pyuria,
hematuria and bacteriuria. Renal ultrasound revealed
bilateral hydroureters, with mild right hydronephrosis
and moderate left hydronephrosis. No renal stones or
renal cysts were noted. The large pelvic mass was shown
in transabdominal ultrasonography as a heteroechogenic
uterine mass measuring 18.8×11.5 cm, compatible with
a degenerated uterine leiomyoma. Computed tomog-
raphy observed the large pelvic mass obliterating the
entire pelvic cavity, compressing the bilateral pelvic side
wall (Figure 1A), obliterating the whole inlet of the
anterior pelvic brim (Figure 1B), and having associated
bilateral hydroureters and hydronephrosis. There were
no identifiable lymphadenopathies, ascites or pleural
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Figure 1. Computed tomography. (A) At approximately the
level of S3, the large uterine leiomyoma obliterated the
whole pelvic cavity and compressed the bilateral ureters
(arrows) against the ramus of the ischium. The arrows indi-
cate compressed tissue bundles around the bilateral ureters
by the large uterine myoma. R = rectum. (B) At the level just
above the pubic arch, the large posterior wall uterine mass
still occupied the whole pouch of Douglas, and pushed the
urinary bladder upward and out of the pelvic cavity. The
arrow indicates a Foley catheter attached to a balloon (b) in
the urinary bladder (B). R = rectum.
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effusion. Exploratory laparotomy was performed when
the fever subsided after aggressive antibiotic treatment.
At surgery, the uterus was seen to be pushed up and
outward from the pelvic cavity; a large myomatous
mass, protruding from the posterior wall of the lower
uterine corpus (Figure 2), was noted buried in the pouch
of Douglas; the urinary bladder, vagina and uterine
cervix were pulled up above the pubic bone; obvious
hydroureters were found above the pelvic brim. The
patient underwent total hysterectomy and bilateral
salpingo-oophorectomy. The pathologic examination
found a benign smooth muscle tumor with foci of 
hyaline necrosis and degeneration. After surgery, the
patient’s renal function returned to normal (serum
creatinine, 1.0 mg/dL), the signs of obstructive uropa-
thy regressed, and pyelonephritis did not recur during
follow-up of more than 4 years.
Only sporadic cases of uterine leiomyomata caus-
ing obstructive uropathy can be found in the literature
[1–3]. Although some authors have proposed that the
ureterovesical junction is the most susceptible site of
compression by a lower uterine myoma, the ureterovesi-
cal junction is located at some centimeters above the
pubic bone and is actually not easily compressed against
the pubic bone in patients without uterine and vaginal
prolapse. This did not seem to be the situation of our
patient here, since the urinary bladder, as well as the
ureterovesical junction, had been pulled far above the
pubic bone (Figure 1B).
The obstructive uropathy of this patient appears to
have occurred at a level around S3, as shown in Figure
1A. Ureters, running retroperitoneally within a thick
layer of soft tissue in the pelvic side wall, could hardly
be compressed by a movable tumor within the pelvic
cavity. However, this patient’s myoma was so large as
to firmly fit into the pouch of Douglas and symmetrically
compressed a section of the ureters against the ramus
of the ischium. In addition, this patient only had par-
tial obstruction; although there were hydroureters and
hydronephrosis, and urine stasis caused the develop-
ment of acute nephritis and renal function impairment,
she did not develop anuria, and her obstructive uropa-
thy was totally reversed after surgery. These situations
are compatible with a mechanism of ureter compres-
sion within the pelvic cavity where the ureters are still
padded by some soft tissue. In contrast, compression
at the ureterovesical junction against the pubic bone
should cause a total obstruction and possibly terminal
necrosis and fibrosis of the ureters.
Another concern in this case was the possibility 
of malignancy. Uterine leiomyomata are estrogen-
dependent tumors, and their growth is clearly associated
with circulating estrogen [4]. Generally, the myoma
would shrink after menopause with a gradual remission
of the symptoms, but this patient’s myoma produced
overt symptoms after several years of menopause.
However, the incidence of myomata malignancy is rare
and not easily diagnosed before surgery. Although pre-
senting with progression after the menopause, the volu-
minous mass of this patient was finally proved benign.
Furthermore, only one report of a uterine leiomyosar-
coma causing obstructive uropathy could be found in
the literature [5].
This case presents a rare situation of an expansive
uterine posterior wall myoma causing obstructive uro-
pathy. We suggest that a patient with a voluminous
myoma should be considered for diagnostic imaging
of the renal pelvis and urinary tract. Before permanent
damage is caused, removal of the compressing leiomy-
oma can result in a complete recovery of the obstruc-
tive uropathy and a return to normal renal function.
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Figure 2. Surgical specimen of total hysterectomy and bilat-
eral salpingo-oophorectomy. On longitudinal section, the
benign fibroid myoma was identified arising from the lower
uterine corpus, just above the isthmus portion. An intrauter-
ine device was also noted in the uterine cavity. O = ovary;
T = fallopian tube.
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